
( 2 ) Ongo i ongoing case Management. only 
one u n i t  o f  s e r v i c e  may be reimbursed f o r  
.a  p a r t i c i p a n t  d u r i n g  R calendarmonth.  
however t h eu n i t  may he reimbursed f o r  
t he  same d a t e  of s e r v i c e  as t he  i n i t  inital 
development of t h es u p p o r ts e r v i c e s  p l a n .  
A u n i t  of s e r v i c e  may n o t  be h i l l e d  before  
the end o f  t h e  month of s e r v i c e  and [ Inless  
a l l  o f  t h ec o v e r e ds e r v i c e s  have been 
pe r fo rmed .  
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G .  � # i 11 billing time 1 i m i t a t i o n s  tor serv icessha l lbe  the  saw .as those 
s e t  f o r t h  in Cl3MAF: 10.09.36, 

7 .  payment sha l l  be made 

a .  Only t o  a qual qualified p rov ide r  for coveredservicesrendered tu 
a par? i c ipant  ; ,and 

b .  according according to the following 1o w i n g  f e e  f o r  s e r v i c e s  s c h e d u l  : 



one u n i t  of  serv ice m a y  be reimbursed tor. . a  
p a r t i c i p a n t  d u r i n g  a calendar.month. however 
i t  may be reimbursed fo r .  the saw date o f  
serv ice as an i n i t i a l  p l a n  of serv ice  or 3-month 
r e v i s i o n .  �#i1 1  in43 m y  no t  occur' before the 
end of  the month of  serv ice  ,and u n t i l  a1 1 
o f  the appropr iatecoveredservices have 
been pe r fo rmed  ) 

8. Reimburserent may not be made for theseservices ift h e  
p a r t i c i p a n t  i s  r e c e i v i n g  a similar 131' casemanagement se rv i ce  under. 
anotherMedicalAssistance Program a u t h o r i t y .  



Attachment 4 : 1 9  A &, B 
Page:-lS ?/ 

Reimbursement Methodology- Case Management for	Children 
Treatment FacilitiesDiverted/Returned from Out-of-state Residential 


1. Requests for payments for the covered services shall be submitted 

by an approved provider according to procedures established by the 

Medical Assistance Program. The Department reserves the right to 

return to the provider, before payment, all invoices not properly

signed and completed. 


2. The provider shall submita request for payment in the manner 

specified by the Medical Assistance Program. The request shall 

include the: 


a. Date or dates of service; 

b. Participant's name and Medical Assistance number; 

c. Provider's name, location, and identification number; and 

d. Nature, procedure code or codes, and unit or units of the 


covered services provided. 


3 .  The provider shallbill the Medical Assistance Program for the 
appropriate fee or fees specifiedin Item 7. 


'.. 	 4 .  The provider shall accept from the Medical Assistance Program as 
payment in full for the services covered and make no additional charge 
to the participant or any other party. 

5. Billing time limitations for these case management services are 

the same as those set forth in
C O W  10.09.36.06. 

6. A unit of service means: 
a. 	 For initial assessment and reassessment: 


(1) At least one contact bya case manager with the 

participant or the participant's representative,

(2) A completed assessment or reassessment, and 
(3) The provision of all other necessary covered services; 

b. For Interagency Service Plan ( I S P )  development or revision: 
(1) 	At leastone contact by a case manager with the 


participant or the participant's representative, 


TN No. l,-t 1 ;  

Supersedes TN No. m j '  '1 
I 

'5- Effective Date: f [ (7\/ 



Service 

Effective  
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A completed and signedISP or revision, 

The case manager's or case management supervisor's

convening and conducting an interagency team to develop 

or revise the participant's
ISP, and 

The provision of all other necessary covered services; 

and 


For ongoing case management:
c. 

(1) 	At least one face-to-face contact with the participant 


or the participant's representative per month, 

Contact in person or by telephone with service provid­

ers at leaston amonthly basis, 

At least 10 hours per month spent
on rendering ongoing 

case management for the participant, and 

The provision of all other necessary covered services. 


7. Payment shall be made only to one qualified provider for covered 

services renderedon aparticular date of service to a participant and 

according to the following fee-for-services schedule: 


of Unit PerDescription
Fee 


(a) Initial Assessment. Only one unit $250 
of service may be reimbursed per participant.

(b) Reassessment. Not more than six units - $ 50 
of service participant be reimbursed inper may 

a 12-month period.


(c) Interagency Plan
ServiceDevelopment 

or Revision. Not more than seven units of service 

per participant may be reimbursed ain12-month 

period.


(d) OngoingManagement.one
Case Only

unit of service may be billed during a 

calendar month. A unit of service may not 

be billed before the end of the month 

of service and unless all of the covered 

services have been performed. 


$135  

$335  

8. Reimbursement may not be made for these services
if the partici­

pant is receiving a similar case management service under another 

Medical Assistance Program authority. 


TN NO. -A - 4 ', - / /  Approval Date: 

Supersedes TN No. Date: 
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Reimbursement Methodology- Service Coordination 
for Children With Disabilities 

1. Requests for payment for the services covered under 

ServiceCoordinationforChildrenwithDisabilitiesmustbe 

submitted by an approved provider of Service Coordination for 

Children with Disabilities, according to procedures established by

the Medical Assistance Program. The Program reserves the right to 

return to the provider, before payment, all requests not properly

completed. 


2 .  A providershall: 
a. Bill the Program for the appropriate fee or 

fees as specified in Item3 below;# 
b. Accept payment from the Program as payment in 


full for the covered services under Service Coordination for 

Children with Disabilities and make no additional charge to the 

participant or any other party; and 


c. Submit a request for payment in the manner 

specified 	 by the Program, that includes the: 


(1) Date or datesof service, 

(2) Participant's name and Medical Assistance 


number, 

name,
( 3 )  Provider'slocation, and 

identification number, and 
( 4 )  Nature, unit orunits, and procedure code 

or codes of covered services provided. 

TN No. 93-28 Approval Date: 


Supersedes TN No. Effective d a t e  j u l  1993c '\ 
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3 .  The Medical Assistance Program shall pay only one 
qualified provider for covered services rendered on a particular
date of service to a participant and according to the following
fee-for-services schedule: 

Fee Description 

Unit of Service 


a. Initial IEP or 594 
WIP. Only one unit of service may be 
reimbursed per participant 500.........................$ 

b. Ongoing service 

coordination. Only one unit of service 


for
per month may be reimbursed a 

participant........................................$i50 


c. IEP or 504 WIP 
review. At most three units of service 
may be reimbursed for a participant in 
a 12-month period..................................$275 

4 .  Payment maynotbemadeforongoingservice 
coordination when, for the same month, payment is made to the 
provider !--L-for furnishing to the participanteither 

a.
An initial IEP or504 WIP service;or 
b. An IEP or504 WIP review service. 

5. Reimbursement may not be made for these services if 

the participant is receiving a similar case management service 

under another Medical Assistance Program authority. 


Date:TN No. 93-28 Approval MAR 10 1994 
DateSupersedes TN No. Effective : 



attachment 4.19 A & B 
Page 54 

MENTAL HEALTH rehabilitation SERVICES PROGRAM 

reimbursment Methodology 


Providers participation In the Mental Health rehabilitation 

Services Program rehabilitation program are reimbursed at 

fixed rates established by the Department of Health and Mental 

hygiene ("Department"). The rehabilitation Services regualtions

COMAR iO.09.59, state that the providers shall be reimbursed the 

lesser of the amount billed to the Medical Assistance Program; a 

rate specified in the regulations;or a rate established by the 

Department pursuant to COMAR 10.02.01. 


The Department's regulations at COMAR 10.02.01.03 require
the Department to establish a scheduleof charges for services 
rendered by the Department and grantees of the Department. (The
providers who will participate in the rehabilitation Program will 
be grantees of the Department.) The regulations provide that the 
charges submitted by grantees shall be based on the best 
estimates of costs according to generally accepted accounting
principles. 

The rates under COMAR 10.02.01 for mobile treatment programs

and outpatient community mental health programs operated by local 

health departments are developedby aggregating the costs of all 

local health department clinic services andcalculating an 

average cost statewide The rates under COMAR 10.02.01 for 

psychiatric rehabilitation programs operated by local health 

departments and by private organization are developed by

aggregating the costs for these programs and calculating an 

average cost statewide The rates under COMAR 10.02.01 for 

privately operated mobile treatment programsand outpatient

community mental health programs are calculated individually,

with each provider's rate representing thecost of providing that 

service. For all providers, the rates set represent what the 

providers should charge the general public. 


utilization Review Program 


the Department will implement a utilization review program 
to review the services provided under the different types of 
rehabilitation services contained in the Plan Amendment. this 
aregram will a s s u r e  the medical necessity of all services for 
which medicaid reimbursment is s o u g h t .  


